she eventually succumbed, three weeks later, from septic complications. Postmortem revealed a huge left empyema thoracis. The colon tumour was indeed primary, Duke's Stage C, but the chest cavity was lined with recurrent adenocarcinoma from the breast! Regarding the first case, nowadays we prefer to enter the right chest if the use of the sternal retractor does not provide adequate exposure of a carcinoma of the stomach. In the second case tamoxifen and more adequate follow-up would, one hopes, prevent a similar tragedy. K B ORR Kogarah New South Wales Australia
Chronic asthma and hypnotherapy
The article by Morrison on the effect of hypnotherapy on chronic asthma (December 1988 JRSM, p 701) again raises the question that if hypnotherapy works, how does it work? As with previous studies, this study showed that in a few patients actual increases in objective lung function occur, but for the group as a whole there is no correlation between subjective improvement and improvement in lung function tests. One possible answer is that hypnotherapy and other relaxation techniques reduce the patients' perception of the severity of their asthma, i.e. the patients become less aware of or less agitated by the level of their airflow obstruction. In patients who are overanxious about their asthma or have an exaggerated perception of the severity of their asthma this effect of hypnotherapy could be beneficial and would explain the reduction in the number of admissions and length of hospital stay. However, in those patients with an already reduced perception of the severity of their asthma, who may be at risk of sudden death from asthma, this effect of hypnotherapy might be unwanted. The pitfalls of a general application of anxiety reduction in asthma have been discussed'. A technique for measuring perception of asthma has been described-and the use of this with further studies of hypnotherapy would be interesting. Theinfluence ofknowledge ofpeakflow on self-assessment ofasthma; studies with a coded peak flow meter. Thorax 1986; 41:671-5 Cytomegalovirus (CMV) enterocolitis I read the paper of Hughes et al. (February 1989 JRSM, p 113) with interest. I would like to describe another patient with CMV enterocolitis unrelated to a primary immunocompromised situation (e.g. post transplant, lymphoma, leukaemia, malignancy or AIDS.) A 72-year-oldwoman was admitted with an external iliac artery stenosis confirmed by angiography. This was treated by balloon angioplasty. During the procedure, rupture of the artery occurred. This required an emergency arterial reconstruction during which a total of seven units of blood were transfused.
C M B HIGGS
Following an initially successful postoperative course she developed a pneumonia bilaterally and progressively deteriorating hypoxia and confusion. She was eventually transferred to the intensive care unit for ventilation. Another patient in the unit at the time had CMV pneumonitis. The next day she developed a right hemiparesis secondary to embolic disease from the left carotid arterial territory. Abdominal distension and diarrhoea then began which was attributed to postoperative ileus initially but then a colitis was suspected as the diarrhoea became blood stained. Proctoscopyrevealed an inflamed mucosa and histology showed an ulcer base with large cells containing eosinophilic inclusions. A diagnosis of CMV proctocolitis was made. An elective tracheostomy was performed because the respiratory failure persisted; an earlier bronchoscopy had proved normal with no evidence of CMV pneumonitis. A further sigmoidoscopy confirmed an active colitis with CMV inclusion bodies. Eventually her respiratory failure improved and she returned to a general surgical ward. The colitis was controlled with elemental enteral nutrition and Salazopyrin.
A colonoscopy showed active colitis with reduced CMV: the patient continued to make a gradual improvement and three weeks later is on oral diet.
Several points of interest emerge. Firstly, CMV enterocolitis may affect patients debilitated by any severe illness. Secondly, a number of cases may be nosocomially acquired through transfusion or direct patient to patient spread. Thirdly, it is probable that many of these infections are self limiting: as the underlying condition improves so the host resistance increases. As a corollary of this it follows not all patients will require specificanti-CMV therapy with gancyclovir. Indeed, in the patient of Dr Hughes et al. it is likely that the improvement was spontaneous since acyclovir has little effect against CMV. CMV enterocolitis is probably a lot more common than is currently suspected -it should be sought with vigilance in the relevant clinical situation.
A K BANERJEE

Northwick Park Hospital London
(Case presented to Clinical Section, 12 May 1989)
Cholecystectomy: ironmasters and eggheads
In his letter to the Editor (February 1989 JRSM, p 123) Mr Bristol states that we did not attempt any statistical analysis on the complications. The reason for this was simply that the complications were, as we stated, all minor, apart from one, biliary peritonitis in a patient in the drained group. Mr Bristol also asks what constitutes a 'simple' cholecystectomy? As far as our study was concerned, any cholecystectomy where the common bile duct is unopened is a simple cholecystectomy. Looking back on my original data, there were eight difficult cholecystectomies in the undrained group and six in the drained groups. By difficult, I, and I presume Mr
Bristol means a traumatic dissection of a chronically inflamed gallbladder from its liver bed, potentially resulting in much bleeding and damage to cholangioles. It is precisely this group where the danger of infection introduced by it. drain is greatest. The one serious complication already alluded to occurred in a patient whose 'simple' cholecystectomy was difficult and where a drain was correctly positioned.
Royal Eye Unit, Kingston Hospital St Stephens Hospital, Chelsea St Thomas' Hospital, London
Until a series shows drainage ofthe gallbladder bed following cholecystectomy to be positively beneficial, I am not prepared to risk it. S G MELLOR
The Princess Mary's Royal Air Force Hospital
The future of general anaesthesia in dental surgery Dr Padfield's discussion paper (January 1989 JRSM, p 30)seems to me to foster two popular misconceptions which come naturally to hospital-based anaesthetists: first, that general anaesthetics are dental gases and second, that the possible demise of general anaesthesia in the dental surgery is something to be pleased about.
Most of my time in the dental surgery is for intravenous general anaesthesia. To produce unconsciousness reliably for an hour or more in nervous, frightened or frankly terrified people who walk in hungry and unpremedicated -and have to walk out into the world (accompanied of course) 20 minutes after recovery -is also an art form which could reasonably be described as 'the ultimate'. It is far removed from the dental gas which I would certainly be glad to phase out. The problem here is the Dental Estimates Board which rarely agrees to fund realistically an intravenous, as distinct from an inhalation, anaesthetic.
There are, however, no shortage of patients who have heard from other satisfied customers what a boon intravenous general anaesthesia is and who are prepared to pay something for it. Dr Padfield rightly claims the 'hurly burly of a dental surgery' militates against proper standards; surely no consultant anaesthetist worth his salt would tolerate such a situation. I expect adequate time, full medical information on each patient (which I sometimes supplement with a telephone call to the general medical practitioner), trained dental nursing staff and monitoring equipment to local NHS standard. The fact that I get it is a great credit to the dental practitioner with whom I have worked for 20 years and in whose praise at least 1000 patients would loudly sing. Only twice have we had to abandon the planned procedure.
A S GARDINER
Consultant Anaesthetist South East Kent Health Authority
The author replies below:
Though most of Dr Gardiner's time is spent giving intravenous general anaesthesia, I am certain that most anaesthetics administered in the dental surgeries throughout the land are gaseous. These are mainly to children and given by a dwindling band of highly expert anaesthetists, both dental and medical. My thesis is that this band is not being replenished by young dentists and doctors because it is no longer Possible to gain such expertise.
I cannot see that there is any indication in my paper that I am pleased about this situation.
Whether intravenous general anaesthesia lasting for an hour or more should be carried out in dental surgeries (when the Royal College of Surgeons Suggests that half an hour is the optimum for all day Journal of the Royal Society of Medicine Volume 82 July 1989 447 case surgery), is a separate matter. What seems to be on the increase in general dental practice is sedation; either inhalational or intravenous. A PADFIELD
Consultant Anaesthetist Sheffield Health Authority
Interrelation between alcohol and accidents The article by Raffie (March 1989 JRSM, p 132) illustrates the problem of relating alcohol intake with road accidents and the severity of injuries caused. Another recent paper has shown that confusion often exists when drivers apply the 'unit system' to their alcohol intake, ignoring the actual strength of the drink'. This may well result in the consumption of more alcohol than was originally intended.
We report the results of alcohol consumption in 10 healthy subjects who were undergoing evaluation of visual fields at that time as part of an on-going trial. Subjects were aged between 20 years and 40 years and consumed 700 ml of white wine (males) and 600 ml white wine (females)equivalent to one bottle over a 1.5 hour period. The alcohol content ofthe wine was 10.5% vol. Food had not been eaten in the 4 hour period prior to the test. All subjects were within the normally accepted weight ranges for their height. Blood alcohol was estimated 30 min after consumption using an 'alcometer' borrowed from a local police station and used by the police routinely for evaluation of drivers stopped for roadside checks. Blood samples were taken 1 hour following consumption, for later analysis.
Only four subjects exceeded the legal limits of 80 mg/100 ml blood alcohol on measurement with the alcometer. These results were confirmed by laboratory analysis of the blood samples. However, three of these subjects had only marginally raised levels (80-83 mg/100 ml) and the average for the entire group was 69 mg/100 ml blood. All 10 subjects, however, felt intoxicated and found that attention to autoperimetric testing was difficult. On direct questioning all felt that they would be unable to drive safely and were therefore asked to remain in the department for an extended period. It would seem, therefore, that correlation between actual blood alcohol levels and ability to drive is difficult to interpret. The experiences of this group indicate that the present legal limit of 80 mg alcohol/lOO ml blood may be too high. N A JACOBS MLHARRIs DR THEW Reference 1 Stockwell T, Stirling L. Estimating alcohol content of drinks: common errors in applying the unit system. Br Med J 1989; 298:571-2. Seat belt injuries I was interested to read Simson's Editorial (March 1989 JRSM, p 125) on seat belts injuries and the case report by Taylor et al. (March 1989 JRSM, p 170) . A high index of suspicion and the presence of local signs (contusion, swelling, bruising, tenderness) has been rightly emphasized by authors. Although local signs may be present in majority of cases, these may be absent occasionally. I would like to add my personal experience with one such case.
